MEDICAL TREATMENT. The medical treatment of pyloric stenosis, whether by dieting alone or by dieting and lavage, is too well known for me to discuss it in detail. I would, however, combat Findlay's opinion that it is wrong to give small feeds, although I agree with his observation that many cases when fed vomit the feed, but that if another feed is given immediately after the child has vomited, the second feed is kept down.
There are two other methods of medical treatment which sbould lnwever be mentioned: (1) The administration of atropine and (2) thick cereal feeding. I have not had any personal experience of these methods in pyloric stenosis, although I have made use of them, sometimes successfully, in the treatment of pyloro-spasm. I have, however, seen cases of pyloric stenosis treated with atropine by some of my colleagues and I have not been impressed by the results.
(1) The Atropine Treatment has been largely emphasized by Haas in America, but the most recent paper on the subject is, I think, one by Johannesen of 1 Provincial Meeting of the Section, held at Liverpool, June 27 and 28, 1924. Continued from Proceedings 1924, vol. xviii (Sect. Study Dis. Children), p. 28.
Copenhagen. This paper is based on seven cases only, and as a result of his experiences of the method in these cases the writer says that this form of treatment is capable of producing recovery in every case of pyloric stenosis. The usual method of giving atropine sulphate is to begin with a dose of one-thousandth of a grain and to give this fifteen to thirty minutes before a meal. The dose can be increased to two-thousandths of a grain or even more. Johannesen says that it is ten to fourteen days before the full effect of the drug is manifest and that the drug should be continued for nine to ten weeks after vomiting has ceased. Flushing is usually stated to be the sign of over-dosage by atropine, but I have seen distension of the abdomen so marked that the drug had to be stopped without any evidence of flushing and with a dose of one one-thousandth of a grain only. The atropine solution (half a grain to the ounce of distilled water) should be a fresh solution and should be made up every two or three days.
(2) Treatment by Thick Cereal Feeding.-This method has been largely advocated by Sauer and he prefers it to the Rammstedt operation. The food (farinaceous) is made so thick that it has to be placed on the back of the child's tongue by means of a spatula or spoon. It is a little difficult to understand the rationale of this method of treatment, since at first sight it would appear to be more difficult for food of this nature to pass through the pylorus than ordinary milk clot. The following is, however, a possible explanation. In adults the stomach is emptied by a combination of two processes, peristalsis and what has been called by Stiller the peristolic function, i.e., the tonic contraction of the stomach around its contents. The infant's stomach does not possess a peristolic function, but this function may be evoked if milk is replaced by food of more solid consistency; under these conditions a powerful tonic contraction around its contents occurs. It may be that the development of this peristolic function by giving thick feeds may be the reason for the good results recorded by observers who have used this method of treatment. The same explanation would also account for the success of thick feeding in severe cases of pyloric spasm, of which I have had personal experience. The undoubted recoveries that have occurred in cases of pyloric spasm under this method raises the old question as to whether many of the cases in which cure has been claimed for medical treatment of pyloric stenosis have not been cases of pylorospasm. Haas indeed regards pylorospasm and pyloric stenosis as differing manifestations of the same disease. I know that it is possible to make a mistake in diagnosis between the two conditions unless a pyloric tumour is felt or efficient X-ray examination is carried out, because I have had laparotomy done in two cases for pyloric stenosis in which the operation revealed a normal pylorus.
What are the results-of medical treatment? (1) Recovery.-This undoubtedly can occur, but if it does: (a) The treatment has to be a very prolonged one and (b) the result is in doubt until the child is about six months old, great anxiety on the part of the mother thus being engendered, so that if she is breast feeding there is the possibility of the loss of breast milk, which diminishes the chance of recovery.
(2) Failure.-With most observers this has been the result in the majority of their cases; sudden fatal collapse, or diarrhcea and death, may occur at any time during the course of treatment and even when the baby appears to have been progressing favourably. OPERATIVE TREATMENT.
Various operative procedures have been practised for the relief of pyloric stenosis, but only two, I think, are now made use of to any extent, e.g., the operations of Loreta and Rammstedt. These operations are to be preferred to a short circuiting operation like gastro-enterostomy, because the food continues to pass by the normal at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from channels and the physiology of digestion is less liable to be altered. Gastro-enterostomy is also a more lengthy proceeding and the resulting shock is more marked.
The Loreta operation is particularly associated with the name of Burghard in this country. Mr. Burghard has had a highly successful series of results, particularly in private patients. During the last eight years he has operated on forty-six of Dr. Still's private cases with only one death. He is, I believe, the only surgeon who has had really good results from this operation-as Still says, "in the hands of some surgeons it has had very little success." One advantage the Rammstedt operation possesses over the Loreta operation is that it gives uniformly better results in the hands of all the surgeons who make use of it. The best results reported in Britain are those of Poynton, Higgins and Byrdson, who had 73 per cent. of recoveries in fifty-seven cases.
The Loreta and the Rammstedt operations both aim at the same thing, i.e., the division of the muscular coat so that the imprisoned mucous membrane may bulge or herniate and thus produce or increase the lumen of the pyloric canal.
My experience of operative treatment has been almost entirely confined to the Rammstedt operation. Gastro-enterostomy was done in eight of my cases with two recoveries. I have had but one experience of the Loreta operation, and in that case the patient died.
I believe that the Rammstedt operation should be performed in every case of pyloric stenosis. I do not propose to go into details about the operation or the preand post-operative treatment, since these have already been given, but I would like once more to stress the importance of a few post-operative phenomena, and to draw attention to two other points. First, that the operation will fail if the division of fibres is not absolutely complete, even the merest shred of circular muscular tissue being sufficient to prevent the bulging of the mucous membrane, and, secondly, the importance of giving, after the operation, small feeds at first and cautiously increasing them. If this method of feeding be followed, I feel convinced that the liability to post-operative diarrhoea-frequently a fatal complicationis considerably diminished. By feeding in this manner large increases in weight are rarely seen, and in my opinion there is not any cause for dissatisfaction if the child's weight remains stationary after operation for a fortnight, or even longer, since weight is rapidly put on after four to five weeks,'when the necessity for giving small feeds has passed away.
Diarrhcx occurs in cases treated medically or surgically. Like all atrophic children these infants are liable to attacks of diarrhoea, although the liability to such attacks is even greater in pyloric stenosis than in marasmus. I have given reasons elsewhere for thinking that the diarrhoea is largely due to the inability of the child's intestine to absorb the large amounts of food that suddenly pass through the pylorus after operation. Small amounts of food, such as the intestine has previously been dealing with, can be managed satisfactorily, but large amounts will produce diarrhoea. In other words, the intestine must pass through a period of training before it can absorb large amounts of food.
Vomiting usually ceases after the operation, but occasional vomits may occur for three or four up to fourteen days. As a rule, these are small in amount, and if they are at all troublesome, a wash-out with bicarbonate of soda (1 per cent.) usually completely stops them. They are probably due to the gastritis which practically always accompanies pyloric stenosis, and the liability to these occurrences is rendered less by washing out the stomach for one or two days before operation, and the use of gas and oxygen as an anaesthetic.
Atrophy occasionally occurs after operation, and the case may remain an atrophic one for weeks before the child puts on weight satisfactorily. This is a small group, but it is important to recognize its existence.
Post-operative pyrexia is not uncommon, and, as is well-known, hyperpyrexia occurs. The liability to hyperpyrexia is considerably diminished by the use of gas and oxygen as an anmesthetic, but the most important method of preventing the occurrence of pyrexia is the administration of continued rectal salines for twenty-four to forty-eight hours after operation, and the avoidance of the use of hypertonic solutions if a subcutaneus saline is given before the operation. Theprobable cause of the pyrexia is dehydration of the child (inanition fever) due to the disease, its further dehydration by the use of hypertonic salines (cf. the work of Sansum, Balcar and Woodyatt), and a certain degree of dehydration as a result of the operation itself. In submitting these results I would suggest that they are truly comparable for the following reasons:-
(1) They are cases coming under the observation of the same observer, and therefore it is easier to determine the cause of any improvement in treatment.
(2) Rougbly speaking the cases occur in two groups. At the time when medical treatment was being carried out practically every case was treated medically, and from the time that Rammstedt's operation was introduced every case, without any selection, has been operated upon. The only cases treated medically in the latter group have been those in which operation was refused. Better figures for the Rammstedt operation could be obtained by selecting the cases, but as a guide as to which is the better method of treatment every case, even the moribund cases, must be treated in the same way. It may be added that the recovery rate for eighteen cases operated upon in the year 1923 was 703 per cent.
(3) I have separated hospital and private patients in each category, although the separation as far as the Rammstedt operation results are concerned, with the exception of one case, means a separation into cases treated in the public and the private wards of the same hospital.
Many cases that swell the mortality returns of cases treated medically should really be deleted from consideration, or classified under the heading of death from lack of treatment. Several of this type of case have, however, recovered after the Rammstedt operation. I think that the fact that private cases submitted to the Rammstedt operation do so much better than hospital cases is due to the earlier diagnosis in the former group, and I also believe that the sooner operation is done the better the chance of recovery. The operation sbould be done in every case; it is true that slight degrees of pyloric stenosis do occur, and may recover under medical treatment, but it is probably also true that the slighter cases may become more severe as the patients grow older, and may even develop into the severest type, a type which everyone admits is suitable for the Rammstedt operation. It is impossible to say, in a mild case, whether it will remain a mild case or develop into one of the most severe forms; and if operative treatment is postponed until the severe symptoms develop much valuable time is lost and the chances of recovery after the operation are prejudiced.
at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from I cannot conclude this short review without recording my thanks to my surgical colleagues, particularly Mr. Seymour Barling, for valuable help in the trea.tment of these cases.
DISC'USSION.
Dr. J. C. SPENCEa (Newcastle) said that Dr. Parsons' advocacy of the need of early diagnosis in cases of congenital pyloric stenosis, and of their prompt treatment by Rammstedt's operation was one with which he entirely agreed. Recent figures of the result of that method of treatment frorn Great Ormond Street Hospital and other hospitals showed that so rapid an improvement was taking place that shortly we could look forward to results in which the operative mortality would be no higher than 5 to 10 per cent. Quoting a case he had recently seen, he asked whether the operation could not be successfully applied to cases of pylorospasm as well. He knew that it was possible to treat certain cases medically with success. But it was a trying and difficult process. Anid the choice appeared to him to be between a few days' extreme anxiety of operative treatment and several months' long drawn-out anxiety of medical treatment.
Dr. LAPAGE (Manchester) said that with regard to the treatment of cases of pyloric stenosis, he had dealt with more than a hundred cases of this trouble, excluding cases of pyloric spasm; and that as a result he recommiiended operation in most cases. In fact, in the fulminating cases operation inight be almost as urgent as in a case of intussusception. However, he had had experiences which showed that operation was not always indicated. Some cases which were not of the fulminating type came late to the specialist. In other cases consent for operation was refused ; in others, factors intervened which made operation impossible.
He quoted the following cases to illustrate the point The first case was one of a child with a non-fulminating degree of pyloric stenosis, brought after the symptoms had been present for five weeks. There was definite peristalsis, a palpable mass, but no vomiting. This absence of vomiting was an important point. The case was not one of pyloric spasm, it was a true pyloric stenosis, but, if there was no vomiting and one could keep the child nourished, it had to be considered whether an operation was advisable or not. The child was put on belladonna and lavage treatment and its nutrition could just be kept up without the occurrence of vomiting. If a child's nutrition could be kept up without vomiting, and if there was evidence of subsidence of the pyloric trouble, it was questionable whether operation was the best course. However, in this case the trouble was prolonged and, as there was no evidenge of subsidence, operation was decided upon. But the child developed a severe attack of influenza, followed first by a pneumonia, secondly by an otitis, and lastly by a gastro-intestinal catarrh; the duration of these complications was in all some six or seven weeks. The pyloric condition had, perforce, to remain in the background; and it did so, the patient making a complete recovery.
In other cases the parents had flatly refused operation and the trouble had subsided slowly.
It was important to note, however, that in all these cases vomiiting had been absent or only occasional, though food enough to keep up nutrition had been given. With regard to the conditions of the pylorus in cases in which the children had survived without operation, radiograms, showing the emptying of the stomach in a child of 8 years who had had a definite history of pyloric stenosis as a baby, were exhibited. The X-ray showed th%t the stomach now emptied quickly enough to be regarded as normal. The child had been brought for consideration of the question of appendix removal.
The following case of a baby cured by lavage before the days of Rammstedt's operation, and when the mortality from gastro-enterostomy was very high, showed that the tumour at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from might remain even though a nornmal diet was being given. This child, at the age of 3 years, had appeared to be normal in every way and was taking an ordinary diet. It contracted pneumonia and died. At the autopsy the pylorus was seen to be still very much thickened and the stomach moderately increased in size. This case was important as throwing some light on the condition of the pylorus in later years in these cases. His feeling was that this child would have been the better for operation; but the case had occurred in the early days of the study of pyloric stenosis work and operation was then a very serious consideration.
With regard to the atropine treatmxjent, he had tried belladonna, but only in moderate doses, namely, one minim with each feed; and if the feeding was carried out every two hours or at shorter intervals it amounted to a considerable dose. He (Dr. Lapage) found that it had a very definite effect, and for cases of pyloric spasm it was of great value, at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from
